months pregnant, fell from a tree on a wooden stake, which entered the inner and back part of the left thigh, and could be felt through the soft parts at the external border of the left quadratus lumborum muscle passing up beneath the false ribs. As the stake had broken off deep in the wound, and could not, therefore, be withdrawn from below, M. Scaruffi cut down on it in the lumbar region, opened the peritoneum sufficiently to admit the hand, and extracted a piece of wood 8| inches long; his hand was in contact with the intestines, which certainly do not appear to have been wounded; the woman, we may add, perfectly recovered. The case recorded by Mr. Hennen, in which a ramrod penetrated the abdomen from before backwards, and became firmly impacted in the spine, has been very frequently quoted by writers. We suspect, but cannot be certain, that the following supplies the sequel of that case ; but be that as it may, it bears on the point under consideration. Dr. Gilkrest mentioned at the Westminster Medical Society (Lancet, 1832, p. 147) a case, if not the same, precisely similar to that mentioned by Hennen, in which the patient, shortly after his recovery, was drowned, and no injury of any of the viscera could be detected on the most minute examination. If this latter case is excepted to on the grounds that a cicatrix might have been overlooked, which, considering the nature of the projectile (a ramrod), we think quite improbable, the preceding cases sufficiently establish that an instrument can penetrate between the intestinal convolutions without wounding them ;
and, indeed, we think the fact is proved by one of Mr. Travers's own experiments (Exp. D, p. 54) , in which, a month after having pushed a catlin to the shoulder in the abdomen of a dog, he could not detect any sign of the intestine having been wounded ; whence, instead of the more obvious inference that the bowel had escaped injury, Mr. Travers concludes that a simple incision in the intestine may unitese and escape detection.
We have already admitted that the mere fact of absence of symptoms after deeply penetrating wounds of the abdomen affords no evidence that [Jan. the viscera have escaped intact; but as the fact is certainly sometimes so, it seems not out'of place to here mention some of the more recently recorded cases of this very remarkable accident. Mr. Ellis (Lancet, 1834-5, vol. ii, p Fsecal effusion is, in the opinion of Mr. Travers, and of almost all surgeons since he wrote, an unusual result of penetrating wounds of the abdomen, which can scarcely indeed occur unless " the gut be full and the wound extensive," or unless the escape of faeces is favoured by the extravasation of a considerable quantity of blood, or of air within the abdomen. Dr. Gross regrets that Mr. Travers, "in the experiments which he instituted to illustrate this branch of the subject, as well as in the cases which he has adduced from his own and the practice of others, has not specified the size of the lesion?a matter of such paramount importance that it is only surprising how it could have been overlooked" (p. 11) ; and he maintains, from the result of eight experiments performed by himself, that extravasation occurs "very frequently, and with great readiness," that it " almost always, if not invariably," follows " wounds of the bowel to the extent of six lines, whether transverse, oblique, or longitudinal," but that it does not in the majority of cases result from wounds not exceeding four lines in length (pp. 9-10). Dr. Gross's experiments on this point are, however, open to the serious, indeed insuperable objection, that the intestine was displaced from the abdomen, and returned after having been wounded; a circumstance which, as Mr. Travers specially observes, is much more favorable to fsecal effusion than when the gut has been wounded in situ. It is indeed impossible, by experiments so conducted, to determine within any tolerable degree of approximation, the extent of wound that is likely to be followed by fsecal effusion, when the bowel has been opened without prolapsing ; and so far as our knowledge at present goes, the occurrence of such effusion seems to be governed much more by accidental concomitant circumstances, such as fulness of the gut, &c., mentioned by all writers on the subject, than by the 1847.] of the Intestines, and Artificial Anus. conceit ;" and avers that " in all cases which give the slightest countenance to this opinion a rupture had pre-existed, by which the gut had contracted an adhesion to the peritoneum." This is a point to which Dr. Gross does not refer; but the two following cases prove that effused faeces may be perfectly circumscribed. The first occurred in the practice of M. Jobert. A man was stabbed in the abdomen, and a portion of wounded intestine which presented at the wound of the parietes was sewed and returned; the patient died in thirty-eight hours, and on dissection another wound of the small intestine was discovered six feet from the stomach, whence had resulted an effusion of faeces, which was perfectly circumscribed on every side by the intestines, the mesentery, and false membranes. (Archiv. Gen. de Med. 1837, p. 306.) M. Baudens records a case of gun-shot wound of the abdomen, in which the parietal wound was dilated, eight inches of small intestine included between two wounds of the bowel removed, and the extremities of the gut united by Lembert's Gely has, also, twice applied his suture in the human subject. The first case was that of a sailor, who received a wound in the left lumbar region, through which about a yard of small intestine protruded; the prolapsed bowel presented two small wounds exactly opposite to each other, having been transfixed by the knife ; each wound was secured according to the method already described ; the intestine was reduced, and the patient recovered without having presented any very serious symptoms. In the second case, M. Gely inflicted a small wound on the intestine during an operation for strangulated hernia ; he secured the wound by a stitch of his suture, returned the intestine, and the patient recovered.
We may here mention that M. Hip. Nunciati of Naples, has proposed a spiral suture, by which the serous surfaces of the Hps of the wound of the intestine are inverted and brought into contact; it may be that the account we have seen of this method is imperfect, but it seems to us quite analogous to the modification of Lembert's suture already proposed by Dupuytren. M. Nunciati's suture, is performed with a single thread, which is carried along the wound alternately from left to right, and from right to left, and then, by pulling the extremities of the thread, one at each angle of the wound, the lips of the wound are inverted and brought into close contact.
M. Nunciati is said to have treated three cases successfully in this way, but we are not acquainted with their particulars. (Bulletin de l'Acad. Royale de Med., Sept. 1845 Sept. , p. 1041 [Jan.
None of the old sutures are applicable in wounds with loss of substance, involving a portion only of the circumference of the intestine ; but M. Gely maintains that his method is perfectly suited for such a case. When so applied, the intestine must of course be flexed on itself, and the more so, the greater the loss of substance. The resulting curvature of the bowel, M. Gely maintains, from the results of experiments on animals, does not cause any obstruction or other inconvenience, even when the inflected portions of the bowel are placed parallel to each other. Again, if two orifices, with loss of substance, should exist in the intestine, M. Gely proposes that they should be brought in contact by means of his suture, which is as easily applied to two orifices as on the two margins of one aperture. But the few observations we have to make on this head may conveniently find place in a brief notice of Dr. Gross's third chapter, entitled " Of the treatment of wounds of the intestine by ligature and excision."
This chapter relates entirely to the conduct which should be pursued when a portion of intestine is gangrened in a strangulated hernia. Dr.
Gross first alludes to the case of a minute orifice in the intestine, and notices the practice of encircling it with a ligature, which we have already referred to; but we may here allude to a case which shows that a ligature thus applied does not uniformly make its way into the cavity of the bowel. A man received a sabre wound in the abdomen, two and a half yards of the bowel protruded, and at one point, near the mesentery, presented a wound about the size of that commonly inflicted in venesection ; it was uncertain whether this wound penetrated all the coats of the intestine; but Dr, Kothe, to render matters secure, pinched up the -wound in a forceps and included it in a small circular silk ligature, which he cut close to the knot.
All went well till the sixth day, when peritonitis set in, and the patient died on the ninth day. On dissection, the ligature was found lying loose on the surface of the jejunum, and though the intestines were removed from the body, no trace of the wound could be found, though it was supposed to have pierced the bowel, as the patient had passed bloody stools. The failure of the ligature to cut into the bowel, in this case, may have arisen from its not having been applied sufficiently tight, but this, of course, is matter of conjecture. (Lond, Med. Gaz. 1827-8, vol further than to say that two of his patients rapidly recovered after the application of his enterotome, whereas of his three cases one only was cured by the enterotome, a second remained unimproved, and in the third, which recovered after a series of autoplastic operations, the enterotome was not used at all. This last case is the remarkable one already description, we copy, by permission of the proprietor, from the ' Dublin Medical Press' the accompanying figures, which both represent the instrument itself, and also exhibit it as applied in the treatment of artificial anus. Fig. 1 . Fig. 2 . Fig.   Fig. 1 represents the position of the eperon after the third application of the instrument with it in situ: a. The upper or ventricular portion of intestine, b. The anal or lower portion of intestine. c. The mesentery, by its retraction towards the spine, assists the propeller e in removing the eperon r from the preternatural opening, d. The instrument introduced into the cavity of the intestine, with the propeller k pressing back the eperon f towards the spine, whilst the expanded wings gg on the inside, and the shield h on the outside, act as a forceps in retaining the intervening parts in close apposition, so as to prevent any separation of the anterior surface of the intestine from the parietes of the abdomen, whilst the propeller is pressing back the eperon towards the spine. The anal or lower portion of intestine. c. The mesentery, by its retraction towards the spine, assists the propeller e in removing the eperon r from the preternatural opening, d. The instrument introduced into the cavity of the intestine, with the propeller e pressing back the eperon f towards the spine, whilst the expanded wings gg on the inside, and the shield h on the outside, act as a forceps in retaining the intervening parts in close apposition, so as to prevent any separation of the anterior surface of the intestine from the parietes of the abdomen, whilst the propeller is pressing back the eperon towards the spine. Fig. 2 
